The aim of this study was to determine coping strategies which may represent important personal resources and have a buffering effect in preventing mental health problems in parents of children with Down syndrome. Forty-nine parents of children with Down syndrome completed self-administrated measures of psychological and physical health problems, and coping behaviour, using several established measuring instruments. According to the hierarchical regression analyses, parents who often used regenerative coping strategies, and who experienced positive personal changes in terms of posttraumatic growth suffered from less anxiety and somatisation symptoms, whereas dysfunctional coping was the best predictor for parental depression and physical symptoms. Regenerative coping mediated between parental tendency to recognize their emotional needs and somatisation symptoms. Intervention programs for families of children with Down syndrome may benefit if they address parents' reflection about their feelings, foster posttraumatic growth processes, and impart knowledge about long-term regenerative coping strategies.
Introduction
Raising a child with Down syndrome is a particular challenge for parents. The specific features of these children, constitutive for child-parent interaction patterns, were well described in empirical literature in the last years. The majority of them (95%) have standard trisomy 21. This is a genetic condition that continues to impact the individual development throughout childhood and into adulthood. Typical characteristics include serious learning difficulties, use of specific behavioural strategies to avoid learning opportunities (Wishart, 1993a; Wishart, 1993b; Feeley & Jones, 2008; Naess et al., 2011; van Gameren-Oosterom et al., 2011; Daunhauer et al., 2014; Levy & Eilam, 2013) , attention deficits (Coe et al., 1999; Ekstein et al., 2011) , and communication problems (Kumin, 2003; Visootsak et al., 2012) . Further, in comparison to other children, children with Down syndrome show a great frequency of compulsive-like repetitive behaviours (for example, "repeating certain actions over and over" or "act out the same thing in pretend play", Evans & Gray, 2000) , higher rates of non-compliance, difficulties in dealing with hygiene, high rates of self-talk, and social withdrawal (Coe et al., 1999; Feeley & Jones, 2008; Glenn & Cunningham, 2000) .
Besides deficits in cognitive and social areas, children with Down syndrome often have other comorbid chronic health conditions, such as congenital heart defects, gastrointestinal disease, hypothyroidism, respiratory disorders, ophthalmologic problems, and hearing problems (Freeman et al., 1998; Al-Aama et al., 2012; van Trotsenburg et al., 2006; Tüysüz & Beker, 2001; Bloemers et al., 2007; Broers et al., 2012; Fimani et al., 2007; Stirn, 2012; Skott, 2006; Roizen et al., 2014) , which make extra-care and extra-attention necessary and may be an additional source for parents' worries and fears. As a result, on the one hand, families of these children have to spend much energy and patience in managing the child's behavioural, emotional and health problems, and, on the other hand, parents of children with Down syndrome face different challenges arising from necessity of dealing with social consequences of the illness like potential threat of stigmatization. Intra-psychic, they may undergo a painful process in losing the imagination of having a "normal" child and to accepting that their child is "different".
Meaningful psychological, physical and social demands, arising out of the particular life situation of families with these children with very unique characteristics, may overstrain the families' capacities and resources, and result in increasing risk of parents' psychological problems, like depression, anxiety and somatisation symptoms (Scott et al., 1997; Spangenberg & Theron, 2001; Spangenberg & Theron, 2001; Gallagher et al., 2008; West, 1998; Gau, Chiu, & Soong, 2008; Norizan & Shamsuddin, 2010; Nes et al., 2014) . However, several empirical investigations also documented examples of successful coping and positive psychological adjustment (Van Riper, 2007; King et al., 2006; King et al., 2012 , Van Der Veek, Kraaij, & Garnefski, 2009 Choi & Yoo, 2015; Hsiao, 2014) . Positive adaptation can occur in the form of changed world views concerning life and disability, gaining sense of coherence, and an appreciation of the positive contribution made by children to family members and society as a whole (King et al., 2006; Pillay, Girdler, Collins, & Leonard, 2012; Choi, 2015) . In view of these promising findings, showing ways for successful family' changes and corresponding adaptation, surprisingly little is known about how positive parental adjustment in terms of eligible change in priorities, openness and personal growth contribute to parents' psychological health. Are there individual differences in coping style, such as the ability to accept the new life situation as given instead of denial, and the willingness to grow from adversities, which make several parents resilient and keep their away from the development of psychopathological problems? This study was conceptualized in order to identify coping-related variables that account for dissimilarities in parental psychological and physical health.
The primary aim of the study was to determine general characteristics of parents' behaviour which may represent important personal resources and have a buffering effect in prevention of parents' psychological and physical health problems, in the interplay of stress factors arising from several difficulties of parent-child interaction and parental well-being and health. We hypothesized that parents who prevalently use adaptive coping strategies, such as emotional disclosure, finding opportunities to grow from the specific challenges of their life situation, and regenerative coping are at a low risk of psychological and physical health problems, compared to parents using rather dysfunctional strategies to cope with stressful factors in their lives.
Furthermore, we examined, to what extent the parental tendency to use dysfunctional or, by contrast, adaptive regenerative coping strategies, mediates the relationship between parents' readiness to reflect on their own feelings, i.e., parents' acknowledgment of their own emotional needs, and different indicators of parental mental as well as physical health.
Methods

Design and Participants
This cross-sectional study was approved by our local ethics committee. Parents were recruited via the Internet (a German Down syndrome electronic mailing list) and during two parents' meetings organized by the German Association for People with Intellectual Disabilities called "Lebenshilfe e.V.". Informed consent was obtained from participants before enrolment. Parents who were interested in study participation were instructed to disclose their postal and email addresses.
The questionnaires were then mailed them. At the parents' meetings, some of the questionnaires were also distributed to the parents by the members of the project team on location. From the parents having received the questionnaires, 92% returned the completed questionnaires within four weeks.
In total, forty-nine parents returned the questionnaires, forty one mothers and eight fathers. The mean age was 40.24 years, varying from 27 to 52 years (SD = 6.75). Forty four (90%) parents were married and lived together with the biological father/mother of their disabled child in charred housing. One person (2%) lived together with a different partner, and four (8%) were single parents. The mean educational level of the sample was high: twenty-one (43%) had a university degree, nine (28%) had a college degree, and seventeen (25%) had a lower high school degree. Two parents (4%) did not enter any educational level.
The mean age of the children with Down syndrome was 7.13 years and ranged between three months to seventeen years (SD = 5.34). On the average, 6.87 years had elapsed since the Down syndrome diagnosis. In twenty four (49%) of the children, an additional chronicle disease or disorder was diagnosed. Most common was congenital heart disease (CHD, 13 children, 27%). The rate of the congenital heart disease in this sample corresponded to a high prevalence of heart diseases in the population of young persons and children with Down syndrome (Vis et al., 2009; Narchi, 1999) .
Measuring Instruments
Health Indicators
Somatisation, depression and anxiety subscales from the Brief Symptom Inventory (BSI, Derogatis, 1993) were used to assess parents' recent mental health status (all items scored 1-5). The somatisation subscale captures psychological distress resulting from the perception of body dysfunction (e.g., cardiovascular, gastrointestinal, and respiratory). The depression subscale addresses symptoms of clinical depressive syndrome, such as withdrawal of interest in life activities, dysphoric affect, and loss of energy. Typical anxiety symptoms measured with the anxiety subscale are nervousness, restlessness, and tension. Previous studies have revealed satisfactory internal reliability of above 0.70 and a good convergent validity for the separate BSI subscales (Derogatis & Melisaratos, 1983; Derogatis, 1993) .
To receive additional information concerning parents' somatic complaints, we applied the Freiburg Complaint List (the FBL-R, Batra, Slifkin, & Fahrenberg, 1995) . The FBL-R is a self-report standardized questionnaire that lists different general as well as specific physical complaints including fatigue, pain, sensory, cardiovascular, and gastrointestinal symptoms. Parents were asked how often they experience each of the different somatic complaints mentioned in the questionnaire (all items scored 1-5). The total score of the FBL-R was used in our study as an indicator of the self-reported physical well-being. Prior research provided empirical evidence for the concurrent validity of the Freiburg Complaint List. In a representative sample of adults, highly significant correlations were found between FBL-R scores and indicators of illness, health concern, and utilization of health services (Fahrenberg, 1995) .
Measures of Dysfunctional and Regenerative Coping
Two psychometrically sound scales were applied to indicate the extent to which parents use adaptive as well as maladaptive coping strategies in stressful life situations. First, similarly to the procedure in other studies (Stanton et al., 2000a; Stanton et al., 2002) , several items from COPE (Carver, Scheier, & Weintraub, 1989) , a well-established measure of coping processes, were combined to capture dysfunctional coping ( Table 1) . Participants were instructed to respond to items regarding "what do you usually do to cope with stressful situations in your life." Rated on 4-point item response format, sample items are "I say to myself that this isn't real" and "I blame myself for things that happened." The Cronbachs' alpha reliability of the whole dysfunctional coping scale in our sample was 0.73. Second, in order to estimate the degree to which participants use regenerative coping that is not captured by the COPE, we composed a short scale consisting of 3 items (e.g., "I learn specific relaxation techniques", Table 1 ). Its' internal consistency was acceptable (Cronbachs' alpha of 0.71).
Emotional Processing
The emotional processing scale of Stanton et al. (2000b) was used to measure how far the parents acknowledge Table 1 . Composition of the dysfunctional and regenerative coping scales, items of the emotional processing scale.
A. Dysfunctional coping 1) I say to myself "This isn't real". 2) I blame myself for things that happened. 3) I say things to let my unpleasant feelings escape. 4) I criticize myself. 5) I give up trying to deal with it.
B. Regenerative coping 1) I try to identify "warning signals" early enough, in order to prevent similar situations. 2) I learn special techniques which help me to remain calm and relaxed in such situations 3) I contemplate, how I can avoid similar situations in the future. their emotions and try to understand the meaning of their feelings. The items are illustrated in Table 1 . Previous studies demonstrated high test-retest reliability, as well as convergent and discriminant validity of the emotional processing scale (Stanton et al., 2000b) . Further, previous research supported the predictive validity of the emotional approach coping scales with regard to the adjustment to stressful encounters (Stanton et al., 2000b) .
Posttraumatic Growth
Parents responded to the 36 items of the Posttraumatic Growth Status Inventory (PGSI, Alexander & Oesterreich, 2013) . Each item is rated using a 7-point Likert scale, ranging from 1 (does not apply) to 7 (completely applies). Items address the following seven posttraumatic growth domains: appreciation for life (e.g., "Every day is special to me"), relationships to others (e.g., "I know I can depend on others in difficult times"), new possibilities (e.g., I know from experience that difficult and fearful events can bring about various unexpected possibilities), personal strength (e.g., "I can handle difficulties well"), spirituality (e.g., "I have a pronounced religious or spiritual faith"), openness (e.g., "I enjoy listening to others opinions even when they contradict what my convictions are"), and generativity (e.g., "I enjoy sharing my experiences to help others to find a solution to their problems"). Unlike other contemporary available retrospective growth scales (e.g., Tedeschi & Calhoun, 1996) , the PGSI allows for estimating the actual profile of different growth-related aspects. Accordingly, when completing the inventory, respondents do not need to remember how they were prior to their crucial experience (in this particular case, the awareness of the child's diagnosis); they should simply describe their actual behaviour, thinking and feelings. Previous research demonstrated good convergent and construct validity as well as internal reliability (Cronbach's Alpha of 0.93) of the PGSI (Alexander & Oesterreich, 2013) .
Data Analyses
First, we completed descriptive statistics to gain systematic information on the occurrence of mental and physical health complaints in the sample of 49 parents of children with Down syndrome. Second, several hierarchical regression analyses were performed in which parents' anxiety, depression, somatisation and physical complaints scores were regressed on variables representing parents' understanding and acknowledgement of their feelings, coping strategies as well as the current state in the processes of posttraumatic growth. The participants' sex and emotional processing score were entered into the equation in Step 1; the regenerative and dysfunctional coping were included in Step 2 and Step 3, respectively. The total score of the Posttraumatic Growth Status Inventory was entered in Step 4. We tested mediation effects of both regenerative and dysfunctional coping, with the method specified by Baron and Kenny (Baron & Kenny, 1986; Frazier, Tix, & Baron, 2004) . In particular, we first tested all of the criteria for mediation. Sobel's test statistic (MacKinnon, Warsi, & Dwyer, 1995) was then used to assess the significance of mediation effects.
Results
The average parents' scores on BSI depression, anxiety and somatisation subscales were 0.29 (SD = 0.42), 0.45 (SD = 0.43), and 0.30 (SD = 0.42) for mothers; and 0.20 (SD = 0.27), 0.25 (SD = 0.21), and 0.03 (SD = 0.49) for fathers, respectively. (According to the recommendations for users of the German BSI version (Franke, 2000) , the average subscales' scores correspond to the quotient of the mean subscale sum value and the number of the subscale items.) Compared to the norm values from the German general population, mothers of children with Down syndrome showed higher levels of anxiety symptoms (M = 0.45 in the sample vs. M = 0.39 in the general population of adult women). Mothers' degrees of depression and somatisation symptoms were not higher than the corresponding norm values. Fathers' values on all three BSI subscales were somewhat lower than the norm values from German general population of male adults. On the somatisation scale, the difference to the norm values was substantial (M = 0.03 in the sample vs. M = 0.23 in the general population), indicating that fathers of children with Down syndrome from study sample reported fewer somatisation symptoms than adult men of the general population.
In an attempt to address whether the predictors had differential effects on four separate indicators of parents' mental and physical health (BSI anxiety, depression, and somatisation symptoms as well as physical complaints as captured with the FBL), several hierarchical regression analyses were performed (see Tables 2-5 ). Parents' somatic and psychological symptoms were regressed on predictor variables in the following order: parents' sex and emotional processing entered in Step 1, regenerative coping entered in Step 2, dysfunctional coping entered in Step 3, and parents' values on posttraumatic growth scale were added to the model at Step 4.
After accounting for the sex and emotional processing (Step 1 of the regression analysis), more anxiety and somatisation symptoms were predicted by less frequent usage of regenerative coping strategies and a lower level of changes corresponding with the processes of posttraumatic growth. Additionally, parental tendency to use dysfunctional coping strategies was a powerfully statistically significant predictor of anxiety symptoms (β = 0.55; Table 2 . Regressions of parents' anxiety symptoms on five predictor variables (N = 49).
Step1
Step 2 Step 3 Step 4 Table 3 . Regressions of parents' BSI somatisation symptoms on five predictor variables (N = 49).
Step 2 Step 3 Step 4 Step 1 Step 2 Step 3 Step 4 Table 5 . Regressions of parents' FBL somatic complaints on five predictor variables (N = 49).
Step 2 Step 3 Step 4 p = 0.00), but it was not related to parents' somatisation symptoms (β = 0.10; p = 0.47). Parents, who more frequently applied dysfunctional coping, reported significantly more pronounced anxiety symptoms. The predictors explained 50% of the variance in anxiety and 34% of variance in somatisation symptoms in the complete model. Also, after each separate regression step, the total adjusted R 2 was statistically significant different from zero (see Table 2 and Table 3) . This revealed that the tested models (which contained two, three, four or five predictors, respectively) were well suited to explain parental levels of anxiety and somatisation symptoms. Thereby, the whole model including all five predictor variables proved to be a model with the strongest explanative power. Table 4 demonstrates the results of the hierarchical regression analyses with the parents' depression as an outcome variable. Although emotional processing was highly significant associated with depression symptoms after the first and the second regression analyses steps, it did not reach the threshold value for statistical significance in the whole model. After including regenerative coping, dysfunctional coping as well as parental posttraumatic growth in the model, more depression-related symptoms were significantly associated with a higher rate of usage dysfunctional coping strategies. All predictors explained 30% of the variance in depressive symptoms.
Additional hierarchical regression analyses were completed to investigate the impact of coping-related predictor variables on parents' somatic complaints ( Table 5 ). Similar to the study results concerning parental depression symptoms, emotional processing was statistically significant, inversely associated with parents' somatic complaints after initial analysis steps, but not in the whole model. Further, dysfunctional coping showed the highest predictive value after entering the complete set of variables into the regression equation. Although the direction of the relationships from parental regenerative coping and posttraumatic growth to their somatic com-plaints were consistent with the assumptions (more use of regenerative coping and more pronounced posttraumatic growth related to a lower level of physical complaints), the corresponding beta-weights did not reach the criterion for statistical significance (β = −0.22, p > 0.05 and β = −0.26, p > 0.05).
To summarise the findings of the regression analyses, three points are particularly noteworthy. First, regenerative coping and posttraumatic growth were statistically significant inversely associated with parents' anxiety and somatisation symptoms, but not with their levels of depression-related symptomatology and FBL somatic complaints. Second, dysfunctional coping showed the highest explanative power in prediction of parents' anxiety, depression, and somatisation symptoms. Third, parents' tendency to appreciate and to reflect their feelings (as represented through the emotional processing variable) was statistically significant negatively associated with all four indicators of parental health after initial analyses steps. However, this predictor lost its' explanative power in the whole model in context of all predictor variables, and was no longer significant.
Does Parents' Inclination to Use Regenerative Coping Mediate the Relationship between Parental Openness towards Their Own Feelings and Their Psychological Health?
Next, we evaluated the hypothesis that the parents' disposition to use regenerative coping strategies should mediate the relation between their readiness to appreciate their own feelings, as captured with the emotional processing scale, and parental mental health. According to Baron and Kenny (1986) and Frazier et al. (2004) , mediation takes place, if the following requirements are fulfilled: a) the predictor must show a significant relationship to the proposed mediator and the criterion, b) the mediator must be related to the criterion, and c) the relationship between the predictor and the criterion must be reduced when the mediator is entered into the equation. If the relation between the predictor and the criterion, controlling for the mediator, is substantial reduced, but still greater than zero, the data suggest partial mediation. In order to identify eligible mediating effects, we first examined the relationship between emotional processing and indicators of parents' psychological health and then between psychological health indicators and regenerative coping (Conditions a and b). Parents' values on emotional processing scale were entered into the equation in Step 1. Parents' use of regenerative coping was included in Step 2. The results of these analyses showed significant associations of parents' emotional processing to all three mental health indicators (anxiety, depression, and somatisation symptoms, respectively). Further, the regenerative coping was significantly related to parents' anxiety and somatisation (β = −0.27; p < 0.05 and β = −0.38; p < 0.01), indicating that the second mediation requirement was fulfilled for two measures of mental health: anxiety as well as somatisation symptoms.
We continued the analysis of mediating effects by assessing, whether the third mediation requirement was met in the case of parental level of anxiety symptomatology as a criterion variable. The results of these analyses showed a significant association of emotional processing to anxiety (β = −0.34; p < 0.05), which was reduced after the inclusion of parents' disposition to use regenerative coping into the model (β = −0.21; p > 0.05). The Sobel test statistic (MacKinnon et al., 1995;  see Figure 1 ) offered, that the relation between emotional processing and anxiety was significantly attenuated when regenerative coping was included in the equation (p = 0.034), indicating that the frequency to which parents cope with stressful life situations by using regenerative coping mediated the relation between emotional processing and anxiety symptoms. Using procedures described by Shrout & Bolger (2002) , we calculated that 26% of the total relation between emotional processing and anxiety symptoms was mediated by parents' regenerative coping behaviour.
Next, we evaluated, whether the same mediating effect of regenerative coping plays a role in predicting parental somatisation symptoms. Satisfying the first requirement, emotional processing was significantly related to the regenerative coping and to somatisation symptoms (see Figure 1 and Table 3 ). Satisfying the second requirement, the regenerative coping was related to somatisation symptoms, controlling for emotional processing in a multiple regression (β = −0.44, p < 0.01). The third requirement was that the relation between emotional processing and somatisation should be significantly smaller when the regenerative coping is entered as a predictor. Supporting this requirement, the relation between emotional processing and somatisation was substantially reduced when regenerative coping behaviour was included in the regression model (β = −0.07; p > 0.05). Sobel's test was significant, indicating that the relation between emotional processing and somatisation decreased significantly when regenerative coping was included in the equation (p = 0.018). Finally, following guidelines provided by Shrout & Bolger (2002) , we calculated that 58 % of the total effect of emotional processing on somatisation was mediated by regenerative coping.
To outline the results reported in this chapter, the analyses provided empirical evidence for mediating effects of regenerative coping in the relationship between emotional processing and parents' anxiety as well as somatisation symptoms. However, the mediating role of regenerative coping was confined to these outcome measures. Parents' depression symptomatology was not statistically significant associated with regenerative coping behaviour.
Does Parental Dysfunctional Coping Behaviour Mediate the Effect of Emotional
Processing on Health Indicators?
To address this question, we first established whether the mediations' conditions were met for parental tendency to use dysfunctional coping strategies. Satisfying the first requirement, emotional processing was significantly related to indicators of parental health (Tables 2-5 ). However, the association between parents' disposition to reflect and to acknowledge their feelings (as captured with emotional processing variable) and parents' dysfunctional coping behaviour (p = 0.56) was not significant. Consequently, the entire requirements for mediation were not fulfilled.
Discussion
The aim of this study was to investigate, whether the using of regenerative and dysfunctional coping strategies as well as emotional openness and posttraumatic growth may explain the health-status related differences in parents of children with Down syndrome. In attempt to highlight complex impact chains in relationships between parents' coping behaviour and, on the other hand, various indicators of their mental and physical health, we conducted multivariate regression analyses allowing for the testing of potential mediating effects. Parents' adjustment to their specific life situation may depend on their willingness and ability to release the inner image of "normal child', including the dealing with the feelings of loss, and to accept the child as it is. The success of the adaptation process may depend on parents' ability and willingness to face up to their true feelings and to acknowledge also negative emotions and perceptions. As a consequence, they could attain a deep understanding of their selves and become more flexible in deliberating between suitable strategies to cope with challenges resulting from several potential sources of strain, such as the special features of the child's behaviour, and the need to pay extra attention to child's comorbid physical health problems. Those parents may also better manage occasional social consequences such as a risk of stigmatisation, the fear of being treated in a different way, and worries about future child's social integration. Referring to this, we hypothesised that parents who are open and reflective of their own intra-psychic processes, including their feelings and emotions, would be inclined to use adaptive regenerative coping strategies instead of dysfunctional stress-related behaviour like self-blaming and denial. This in turn would then have a positive impact on their psychological and physical health. In keeping with previous findings from research on parents of children with different kinds of developmental disorders (Baker et al., 2005; Dunn et al., 2001 , van Der Veek, Kraaij, & Garnefski, 2009 Zablotsky, Bradshaw, & Stuart, 2012; Oelofsen & Richardson, 2006; Norizan & Shamsuddin, 2010 , Hall et al., 2012 Thabet et al., 2013) , the results of presented study highlighted a potential value of individual coping style for the psychological health of parents of children with Down syndrome. Moreover, significant relationships of parental coping strategies to their physical well-being were demonstrated. This last finding seems to be particularly important, as there are yet only few studies investigating the relationships between parents' physical health and coping related variables. Thus, Song et al. (2014) showed, that parents who were able to feel more positive affects (like to be optimistic or proud of one self) had better values on a cumulative physiological index, known as allostatic load. Another study (Cantwell, Muldoon, & Gallagher, 2015 ) demonstrated a positive relationship between self-reported parental mastery und physical health.
Interestingly, regression analyses offered systematic differences in pattern of correlations between coping related variables and separate indicators of parents' mental and physical health. Regenerative coping, posttraumatic growth, and emotional processing showed the strongest explanatory power in the prediction of anxiety and somatisation symptoms, whereas dysfunctional coping was the best predictor for parental depression and physical complaints. Furthermore, regenerative coping exerted a mediating effect in the prediction of parents' anxiety as well as somatisation symptoms, but not in the prediction of depression and somatic complaints. In contrast to adaptive regenerative coping, dysfunctional coping failed to mediate between parents' emotional processing and indicators of parental health.
In other words, parents who often used regenerative coping strategies, who experienced positive personal changes in terms of posttraumatic growth, and who reflected on their own feelings and emotions instead of denial, suffered from less anxiety and somatisation symptoms. Additionally, parents who paid more attention to their feelings and acknowledged their own psychological needs used more frequently adaptive regenerative coping, such as learning of special relaxation techniques and considering general strategies to circumvent similar stress-induced factors. However, the degree to which parents reflected about their feelings was not related to the dysfunctional coping behaviour. Parents who showed more acknowledgements for their own psychological needs did not less often use dysfunctional coping, comparing to parents with a lower tendency of recognizing for their own emotional needs and feelings. These findings may point to a principally different nature of psychological mechanisms underlying parents' tendency to use adaptive and, by contrast, dysfunctional coping strategies. Moreover, adaptive and dysfunctional coping seems to be non-complementary in relation to each other.
Several limitations should be kept in consideration regarding the findings reported above. In an attempt to point out multicomponent functional chains contributing to parental resistance towards mood disorders and their resilience in physical health, we conducted complex statistical analyses including tests for mediating effects. However, due to a cross-sectional study design, unambiguous inferences regarding the directionality of relational dynamics cannot be made. Although it seems more plausible to conclude that parents, who pay extra attention to their emotional needs and reflect on the causes for their feelings, more likely favour adaptive regenerative coping, and this in turn has a positive effect on their psychological health, an alternative model of opposite relationships would also be partial consistent with the correlation pattern in empirical data. Thus, it could be a case that parents who suffered from more anxiety and somatisation symptoms are limited in their psychological capacity to contemplate and to use long-term behavioural strategies like learning relaxation techniques and that those parents tend to avoid reflection about their feelings due to fear of increased emotional distress. Further, parents with pronounced anxiety symptoms may perceive many potentially neutral stimuli, e.g. particular features of child's behaviour, such as child's self-talking, as worrying. This general reaction tendency may limit their opportunities for intra-psychical growth. Additional longitudinal studies are necessary to clarify the direction of possible causal relationships between variables representing parental coping style and indicators of their mental and physical health. Since our sample consisted predominantly on mothers raising children with Down syndrome, additional research is also warranted to investigate, whether fathers and mothers use different coping strategies, and to reveal possible dissimilarities in the impact of individual coping behaviour on mothers' and fathers' health. More research work is also needed to investigate, whether various kinds of parental coping behaviour have unequal adaptive significance during different periods of time after child's birth.
Conclusion
Knowledge about potentially salutary effects of several adaptive coping strategies on parent' health could be considered during the development and implementation of intervention programs designed to support families of children with Down syndrome and to enhance parental well-being and quality of life. Interventions may benefit if they address parents' reflection about their emotional needs and intra-psychic processes, inspire re-evaluating values and priorities of life, and impart knowledge about long-term regenerative coping strategies.
